and oesophagitis. She was treated with ampicillin; gentamicin, metronidazole, cimetidine, and metoclopramide. Digoxin and diuretics-were continued. Anticoagulants were withheld because of the risk of GI bleeding and because of the possible need for surgery. Her symptoms did not improve, and there was a persistent mild pyrexia up to 37-5°C and leucocytosis rising to 18-7 x 109/l. The haemoglobin concentration fell slightly to 10.9 gIdl. The abdomen became distended with rebound tenderness. Repeat radiographs suggested small bowel obstruction. At laparotomy, ischaemic and necrotic ileum was resected and a limited right hemicolectomy performed. Initial postoperative progress was satisfactory but then her general condition deteriorated and she died on the eighth postoperative day.
HISTOPATHOLOGICAL EXAMINATION
The surgical resection specimen consisted of caecum and 60 cm ileum exhibiting extensive ischaemic necrosis with evidence of peritonitis. Midway along it the lumen was slightly constricted by an ulcerated tumour, 2 cm in maximum diameter, which appeared to invade and just penetrate the wall. Histology showed this to be a malignant carcinoid tumour, which exhibited a positive argentaffin and argyrophilic reaction. Immunohistochemistry showed the presence of serotonin but was negative for gastrin, glucagon, insulin, somatostatin, and ACTH. The ileal arteries showed a curious thickening of their walls, with near obliteration of the lumens, most obvious in the larger arteries of the vascular pedicle, although lesser changes were seen in smaller arteries and some veins near the tumour. This was caused by a dramatic endarterial proliferation of elastic tissue within the limits of the internal elastic lamina, together with elaboration of elastic tissue within the adventitia forming a mantle around the vessels (Figure) . The small vessels within and immediately adjacent to the tumour were virtually normal. A few tumour cells were found in the regional lymph nodes on microscopic examination.
At necropsy there was no evidence of residual carcinoid tumour, or of carcinoid heart disease, and death was attributed to congestive cardiac failure as a result of severe ischaemic heart disease and old rheumatic mitral valve disease. Many ileal arteries up to 20 cm from the resection site showed evidence of elastic vascular sclerosis, but other systemic arteries were unremarkable.
Discussion
This elderly patient presented difficulties in management. The clinical findings at admission were not specific for small bowel disease, and the presence of other pathology: oesophagitis and widespread colonic diverticula resulted in delay in diagnosing the main cause of her symptoms. The carcinoid tumour subsequently found was small and, in the absence of liver metastases would be unlikely to give rise to symptoms suggestive of the carcinoid syndrome.
Elastic vascular sclerosis is an uncommon cause of small bowel ischaemia, and frank infarction is rare. This pathological entity was first described by Anthony 
